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The MORTERA-COGNITIVE SCREENING MEASURE (M-CSM) 
Marianne H. Mortera, Ph.D., OTR cc 2004 (Revised 2008) 
Description
The Mortera-Cognitive Screening Measure (M-CSM) is a non-standardized screening instrument used to assess 
selected cognitive processes in adult individuals with acquired brain injury.  Screening of cognitive function 
involves the structured observation and documentation of an individual’s behaviors during the performance of a 
functional task.  A functional task is a complete activity that is familiar to the individual and part of his or her daily 
routine.  The M-CSM is designed to assess cognitive processes in the following categories: sustained attention, 
shifting attention, visual-attention scanning, awareness of disability, judgment relative to safety, recall, and 
planning/problem-solving.  The M-CSM is used to identify general areas of function and dysfunction in order to 
determine what cognitive processes are in need of further assessment. Initial content validity has been demonstrated 
in the M-CSM for the areas of sustained attention, shifting attention, visual-attention scanning, recall, awareness of 
disability, judgment relative to safety, and planning/problem-solving.  Initial interrater reliability for the M-CSM 
has been demonstrated with the intraclass correlation coefficient (ICC) of .83. 
Copyright & Citing This Work
This work is protected under the Creative Commons license Attribution-Noncommercial-No Derivative Works 3.0. 
To further understand the author's rights and the level of use granted under this license, please read:
http://creativecommons.org/licenses/by-nc-nd/3.0/us/
When citing this work, please use:
Mortera, Marianne H. (2004). The Mortera-Cognitive Screening Measure (M-CSM) New York: Programs in 
Occupational Therapy, Columbia University.
Reporting Results & Providing Feedback
The author wishes to provide free access to the M-CSM. In return, the author requests that the user of the M-CSM 
send the author the results from the M-CSM. In addition, the author requests that the following information be 
included: a) the population (age, diagnosis or disability) assessed with the M-CSM, b) the clinical setting in which 
the M-CSM was used, c) the user’s background related to profession, years of clinical experience, and area of 
practice, d) results of the M-CSM regarding levels of scores and comments made about the assessment process, and 
e) any questions or specific comments on the M-CSM regarding ease of use, content, format, or any other areas of 
concern. Any information submitted to the author that is related to results and/or feedback must not contain any 
indentifying or personal information. All results and feedback must be anonymous and reported in aggregate. 
At the request of the author, please send the above information in either paper format or electronic format to:
Marianne H. Mortera, PhD, OTR/L
Columbia University – Programs in Occupational Therapy
710 West 168th Street, Neurological Institute – 8th Floor
New York, NY  10032
Marianne H. Mortera, PhD, OTR/L
mhm2101@columbia.edu
Providing the above information will assist the author in any necessary revisions of the M-CSM based on the 
practical and realistic use by clinicians for the purpose of assessing appropriate clients who may be screened by the 
M-CSM. 
Definitions
See the theoretical foundation describing the M-CSM cognitive processes. Conceptual definitions are provided for 
the seven cognitive processes that are assessed by the M-CSM.
Administration
Population
The M-CSM was developed to assess cognitive processes in adults(18 years +) with acquired brain injury such as 
cerebrovascular accident, traumatic brain injury, brain tumor, anoxia, or aneurysm. Individuals with other diagnoses 
who present with cognitive deficits may be appropriate for screening with the M-CSM. It is the responsibility of the 
administrator of the M-CSM to use sound clinical judgment in determining the appropriateness of using the M-
CSM with an individual. 
Location
The M-CSM is administered in a setting with access to kitchen facilities with consideration of whether the site is 
familiar or not to the individual.  If the site is not familiar to the individual, a short orientation to the kitchen prior 
to screening should be provided.
Materials
For soup preparation: saucepan, can of soup, bowl, spoon/ladle, manual or electric can opener. For sandwich 
preparation: can of tuna, condiments, bread, manual or electric can opener, bowl, plate, spoon, fork, knife.
General Procedures: Anticipate an allowance of 20 – 30 minutes for screening the individual.
1. Administer the M-CSM during the time of the day when the individual is at his or her optimal level of function, 
if possible, or when it is appropriate to have a meal.
2. Inform the individual of the purpose of the M-CSM and, if needed, orient the individual to the kitchen area.
3. Proceed by telling the individual that he or she will be preparing a bowl of soup and a tuna sandwich.  Ask the 
individual to begin the task by retrieving all necessary items.
4. Begin observation and documentation of behaviors using the Observation Schedule.
Scoring
The cognitive processes are assessed through the observation of the cognitive descriptors indicating a problem, 
potential problem, or no problem.  The three levels of scoring are as follows:
2   indicates a problem
1   indicates a potential problem
0   indicates no problem.
OBSERVATION SCHEDULE FOR THE M-CSM
Marianne H. Mortera, Ph.D., OTR, cc 2004 (Revised 2008)
Directions: For each cognitive process observed, mark one of the three levels that best indicates the individual’s 
level of performance.
SOUP: 
A. GATHERING ITEMS: SAUCEPAN, CAN OF SOUP, BOWL, SPOON/LADLE, MANUAL OR  
ELECTRIC CAN OPENER
1 Sustained attention Score
     Unable to sustain focus on gathering all items even with visual, verbal, or tactile cues                
(2)           
     Requires 1-2 visual, verbal, or tactile cues to sustain focus on gathering all items                      
(1)              
     Sustains focus on gathering all items                                                                                 
(0)
2 Shifting attention Score
     Unable to resume retrieval of items if interrupted, even with visual, verbal, or tactile cues           
(2) 
     Requires 1-2 visual, verbal, or tactile cues to resume retrieval  of items                                   
(1)                
     Able to resume retrieval of items if interrupted from task                                                      
(0)
3 Visual-attention scanning Score
     Unable to locate items within visual fields even with visual, verbal, or tactile cues                    
(2)
     Requires 1-2 visual, verbal, or tactile cues t o locate items within visual fields                         
(1)                
     Locates all items within visual fields                                                                                 
(0)
4 Judgment relative to safety Score
     Intervention by other required to avoid a problem                                                                 
(2)
     Requires 1-2 visual, verbal, or tactile cues to incorporate safety strategy if item(s) out of reach     
(1)
     Retrieves items in a safe manner                                                                                       
(0)
5 Recall Score
     Unable to retrieve all necessary items even with visual, verbal, or tactile cues                            
(2)     
     Requires 1-2 visual, verbal, or tactile cues to retrieve necessary items                                      
(1)                
     Retrieves all necessary items                                                                                            
(0)
B. READS AND/OR FOLLOWS DIRECTIONS ON SOUP CAN
6 Sustained attention Score
     If refers to directions, unable to sustain focus on reading directions even with visual,                 
(2) verbal, or  tactile cues
     If refers to directions, requires 1- 2 visual, verbal, or tactile cues to sustain focus on                  
(1) reading directions
     If refers to directions, sustains focus on reading directions                                                     
(0)
7 Visual-attention scanning Score
     If refers to directions, unable to locate/read directions in all visual fields                                  
(2)
     If refers to directions, requires 1-2 visual, verbal, or tactile cues to locate and/or read                  
(1) directions in all visual fields
     If refers to directions, able to locate/read directions in all visual fields                                     
(0)
8 Awareness of disability Score
     Unable to indicate difficulty locating/reading directions                                                        
(2)
     Requires 1-2 visual, verbal, or tactile cues to indicate difficulty locating/reading directions         
(1)                
     Not applicable or Indicates if having difficulty locating/reading directions                                
(0)
9 Recall Score
     Checks directions repeatedly yet unable to initiate steps                                                        
(2)
     Checks directions repeatedly but able to initiate steps                                                           
(1)                
     Indicates no need for directions and able to initiate steps                                                       
(0)
10 Planning/problem-solving Score
     Unable to complete steps in an orderly sequence even with visual, verbal, or tactile cues            
(2)
     Requires 1-2 visual, verbal, or tactile cues to complete steps in an orderly sequence w/ or           
(1)  w/o following directions
     Completes steps in an orderly sequence with or without following directions                            
(0)     
C. OPENS CAN WITH CAN OPENER
11 Sustained attention Score
     Internal/external distractions interfere even with visual, verbal, or tactile cues                              
(2)     
     Requires 1-2 visual, verbal, or tactile cues to sustain focus on task                                           
(1)                     
     Opens can without internal/external distractions within appropriate time frame                            
(0)      
12 Visual-attention scanning Score
     Can is partially opened even with visual, verbal, or tactile cues.                                               
(2)      
     Requires 1-2 visual, verbal, or tactile cues to completely open can                                            
(1)                       
     Can opened completely                                                                                                     
(0)     
13 Awareness of disability
Score
     Unable to acknowledge if having difficulty with can opener even with visual, verbal, or               
(2) tactile cues 
     Requires 1- 2 visual, verbal, or tactile cues to acknowledge if having difficulty with can               
(1)  opener
     Not applicable or acknowledges if having difficulty with can opener                                          
(0)          
14 Judgment relative to safety Score
     Requires immediate visual, verbal, or tactile cues to avoid possible injury from sharp edges          
(2)   
     Requires1- 2 visual, verbal, or tactile cues to stabilize can and carefully handle sharp edges           
(1) 
     Safely stabilizes can and carefully handles sharp edges                                                            
(0)      
D. POURS SOUP AND/OR OTHER LIQUID INTO SAUCEPAN
15 Sustained attention Score
     Internal/external distractions interfere even with visual, verbal, or tactile cues                              
(2)     
     Requires 1-2 visual, verbal, or tactile cues in order to refocus on task                                        
(1)                     
     Pours soup without internal/external distractions within appropriate time frame                           
(0) 
16 Visual-attention scanning Score
     Pours soup over edge of saucepan                                                                                        
(2)     
     Requires 1-2 visual, verbal, or tactile cues to prevent pouring soup over edge of saucepan             
(1)                          
     Pours soup toward center of saucepan                                                                                   
(0)           
17 Awareness of disability Score
     Unable to indicate if having difficulty pouring soup/liquids                                                     
(2)      
     Requires 1-2 visual, verbal, or tactile cues to indicate having difficulty pouring soup/liquids         
(1)  
     Not applicable or Indicates if having difficulty pouring soup/liquids                                         
(0)     
18 Judgment relative to safety Score
     Unable to pour liquids slowly and carefully even with visual, verbal, or tactile cues                     
(2)     
     Requires 1-2 visual, verbal, or tactile cues to pour liquids slowly and carefully                           
(1)     
     Pours liquids slowly and carefully                                                                                       
(0)     
  
 E. HEATS SOUP
19 Visual-attention scanning Score
     Unable to check for signs that soup heats and/or adjusts correct dial even with visual,                  
(2) verbal, or tactile cues
     Requires 1-2 visual, verbal, or tactile cues to check that soup heats and/or adjusts correct dial        
(1)
     Checks for signs that soup heats and/or adjusts correct dial accordingly                                     
(0)     
20 Judgment relative to safety Score
     Requires immediate cues/intervention to avoid contact with heat                                              
(2)     
     Requires 1-2 visual, verbal, or tactile cues to note temperature of soup or avoids contact with heat 
(1)   
     Vigilance noted regarding temperature of soup and avoids contact with heat                                
(0)     
21 Planning/problem-solving Score
     Unable to adjust dial sequentially with heating soup even with visual, verbal, or tactile cues         
(2)     
     Requires 1-2 visual, verbal, or tactile cues to adjust dial sequentially with heating soup               
(1)
     Not applicable or adjusts dial sequentially with heating soup                                                   
(0)
F. TURNS OFF BURNER
22 Visual-attention scanning Score
     Unable to locate correct dial for burner                                                                                
(2)      
     Requires 1-2 visual, verbal, or tactile cues to locate correct dial for burner                                 
(1)     
     Locates correct dial for burner                                                                                           
(0)     
23 Judgment relative to safety Score
     Unable to note if dial is in off position with visual, verbal, or tactile cues                                
(2)
     Requires 1-2 visual, verbal, or tactile cues to note if dial is in off position                                
(1)
     Able to note if dial is in off position                                                                                  
(0)
G. POURS SOUP INTO BOWL OR USES LADLE
24 Sustained attention Score
     Distractions interfere causing spilling of soup                                                                      
(2)
     Requires 1-2 visual, verbal, or tactile cues to avoid spilling of soup                                        
(1)
     Pours or ladles soup without distractions interfering                                                              
(0)
25 Visual-attention scanning Score
     Pours or ladles soup outside of bowl                                                                                  
(2)
     Requires 1-2 visual, verbal, or tactile cues to pour or ladle soup into center of bowl                   
(1)
     Pours or ladles soup toward center of bowl                                                                          
(0)
26 Awareness of disability Score
     Unable to indicate if having difficulty pouring or ladling soup                                                
(2)
     Requires 1-2 visual, verbal, or tactile cues to indicate if having difficulty pouring or ladling 
(1) soup   
     Not applicable or Indicates if having difficulty pouring or ladling soup                                    
(0)
27 Judgment relative to safety
Score
     Requires immediate cues/intervention required to avoid contact with hot soup                           
(2)
     Requires 1-2 visual, verbal, or tactile cues to safely/slowly our/ladle soup into bowl                  
(1)
     Safely and slowly pours or ladles soup into bowl                                                                 
(0)
SANDWICH: 
A: GATHERING ITEMS: CAN OF TUNA, CONDIMENTS, BREAD, CAN OPENER,BOWL, PLATE, 
UTENSILS
28 Sustained attention Score
     Internal/external distractions interfere even with visual, verbal, or tactile cues                          
(2)      
     Requires 1-2 visual, verbal, or tactile cues to sustain focus on task                                       
(1)     
     Retrieves items without internal/external distractions interfering with task performance             
(0)      
29 Shifting attention Score
     Unable to retrieve items from various locations even with visual, verbal, or tactile cues            
(2)
     Requires 1-2 visual, verbal, or tactile cues to retrieve items from various locations                   
(1)
     Able to retrieve all  necessary items from various locations                                                  
(0)    
30 Visual-attention scanning Score
     Unable to locate items within visual fields even with visual, verbal, or tactile cues                  
(2)     
     Requires 1-2 visual, verbal, or tactile cues t o locate items within visual fields                       
(1)
     Locates all items within visual fields                                                                               
(0)
31 Awareness of disability Score
     Unable to indicate difficulty with retrieving items                                                              
(2)     
     Requires 1-2 visual, verbal, or tactile cues to indicate difficulty retrieving items                      
(1)
     Not applicable or Indicates difficulty retrieving items                                                          
(0)    
32 Judgment relative to safety Score
     Intervention by other required to avoid problem                                                                 
(2)     
     Retrieves items without thought to safety when item out of reach                                         
(1)
     Retrieves items in a safe manner                                                                                     
(0)
33 Recall Score
     Unable to retrieve all necessary items even with visual, verbal, or tactile cues                         
(2)     
     Requires 1-2 visual, verbal, or tactile cues to recall all necessary items                                  
(1)
     Retrieves all necessary items                                                                                          
(0)
B. OPENS CAN WITH CAN OPENER
34 Sustained attention Score
     Internal/external distractions interfere even with visual, verbal, or tactile cues                          
(2)     
     Requires 1-2 visual, verbal, or tactile cues to sustain focus on task                                       
(1)
     Opens can without internal/external distractions interfering with task performance                    
(0)
35 Visual-attention scanning Score
     Can is partially opened even with visual, verbal, or tactile cues                                            
(2)
     Requires 1-2 visual, verbal, or tactile cues to completely open can                                        
(1)
     Can opened completely                                                                                                 
(0)
36 Awareness of disability Score
     Unable to indicate difficulty using can opener                                                                    
(2)
     Requires 1-2 visual, verbal, or tactile cues to indicate difficulty using can opener                    
(1)
     Not applicable or Indicates difficulty using can opener                                                        
(0)
37 Judgment relative to safety Score
     Requires immediate intervention to avoid possible injury                                                    
(2)    
     Requires 1-2 visual, verbal, or tactile cues to stabilize can or avoid sharp edges                       
(1)     
     Stabilizes can and avoids sharp edges                                                                               
(0)
C. DRAINS LIQUID FROM CAN
38 Shifting attention Score
     Unable to resume focus on draining liquid even with visual, verbal or tactile cues                    
(2)     
     Requires 1-2 visual, verbal, or tactile cues to sustain focus on task                                       
(1)
     Able to empty can of liquid                                                                                           
(0)
39 Judgment relative to safety Score
     Requires immediate cues/intervention required to avoid contact with sharp edges                     
(2)     
     Requires 1-2 visual, verbal, or tactile cues to avoid sharp edges                                            
(1)     
     Safely and carefully avoids sharp edges                                                                            
(0)     
D. PLACES TUNA IN BOWL
40 Visual attention-scanning Score
     Tuna placed outside bowl                                                                                              
(2)         
     Requires 1-2 visual, verbal, or tactile cues to place tuna in bowl                                          
(1)
     Places tuna in bowl                                                                                                      
(0)
E. ADDS CONDIMENTS
41 Visual-attention scanning Score
     Condiments placed outside of bowl                                                                                 
(2)
     Requires 1-2 visual, verbal, or tactile cues to place condiments into bowl                              
(1)
     Places condiments into bowl                                                                                          
(0)     
  
 
F. SPREADS TUNA MIXTURE ON BREAD
42 Visual-attention scanning Score
     Unable to spread tuna over bread even with visual, verbal, or tactile cues                                
(2)
     Requires 1-2 visual, verbal, or tactile cues to spread tuna mixture evenly over bread                 
(1)     
     Spreads tuna mixture evenly over bread                                                                            
(0)    
Theoretical Foundation for the Mortera-Cognitive Screening Measure
The theoretical foundation for the M-CSM is from the neuropsychology literature describing cognitive 
sequelae of adults with brain injury.  Seven cognitive sequelae (hereafter referred to as “cognitive processes”) were 
identified and labeled. These cognitive processes were chosen because they describe common sequelae from acquired 
brain injury (Lezak, 1995). They are thought to represent those areas most often assessed by occupational therapists 
and were considered to be most amenable to occupational therapy intervention (Abreu & Hinojosa, 1992; Abreu & 
Toglia, 1987; Arnadottir, 1998; Cermak et al., 1995; Edmans & Lincoln, 1990; Katz, 1992; Katz, Hefner, & 
Reuben, 1990; Neistadt, 1992; Rubio & Van Deusen, 1995).  The seven cognitive processes are shown in the 
following table. 
The Seven Cognitive Processes of the Mortera-Cognitive Screening Measure
Cognitive Processes Conceptual Definitions
Sustained attention The ability to maintain one’s focus for an appropriate period 
of time during the performance of a functional task
Shifting attention The ability to disengage one’s attention from a current focus 
of attention to a different focus of attention
Visual attention scanning The ability to search for and identify stimuli in the right, left, 
upper, and lower quadrants of the visual fields
Awareness of disability The ability to appreciate the extent of one’s physical and 
cognitive abilities and deficits and to identify the effects of 
one’s deficits during the performance of functional tasks
Judgment relative to safety The ability to recognize and respond appropriately to potential 
hazards to one’s self, others, and the environment during 
engagement in a functional task
Recall The ability to remember information necessary for the 
completion of a functional task
Planning/problem-solving The ability to identify and follow an orderly sequence in the 
implementation of a functional task or to effectively solve a 
difficulty encountered in a functional task
Sustained attention is a cognitive process involving the ability to maintain focus for an appropriate period 
of time during the performance of a functional task (Stuss, Stethem, Hugenholtz, & Richard, 1989).  A deficit in 
sustained attention is marked by distractibility during a task and the inability to engage in activities that may 
require focus for 15 minutes or more (Abreu & Hinojosa, 1992; Lezak, 1995).  An example of a deficit in sustained 
attention is an individual who is so distracted by the radio playing in the background that he or she is unable to 
finish getting dressed.
Shifting attention is a cognitive process involving the ability to disengage attention from a current to a 
different focus of attention (Posner, 1990; Posner, Walker, Friedrich, & Rafal, 1984).  A deficit in shifting attention 
is marked by difficulty resuming an activity once the focus of attention has been diverted from that activity.  For 
example, an individual with problems in shifting attention may not resume a task such as locking the door to his or 
her home after being interrupted by someone asking a question. 
Visual attention-scanning is a cognitive process involving the awareness of and ability to search for and 
identify stimuli in the right, left, upper, and lower quadrants of the visual field.  A deficit in visual attention-
scanning is characterized by the inability to identify and locate information in any one of the visual fields while 
engaged in a task (Berg, Franzen, & Wedding, 1994; Gianutsos, Glosser, Elbaum, & Vromen, 1983; Heilman & 
Valenstein, 1979, 1993; Lezak, 1983, 1995; Warren, 1990, 1993a, 1993b).  For example, an individual may have 
difficulty reading because of the inability to follow a line of words from left to right or because he or she skips lines 
in a column.  In another example, an individual may fail to locate clothing in a drawer if he or she is only looking 
at the middle or right side of the drawer.
Awareness of disability is a cognitive process involving the ability to appreciate the extent of one's 
physical and cognitive abilities and deficits (Lezak, 1995) and to identify the effects of these deficits on the 
performance of functional tasks. For example, an individual lacking awareness of his or her disability may attempt 
to convince another person that he or she is able to retrieve a heavy box from a high shelf despite a marked decrease 
in strength in his or her arms (Sohlberg & Mateer, 1989). 
Judgment relative to safety is a cognitive process involving the ability to recognize and respond 
appropriately to potential hazards to one's self, others, and the environment during engagement in a functional task 
(Lezak, 1995).  A deficit in judgment relative to safety is evident when an individual is unable to recognize 
potential hazards and engage in necessary actions to avoid potentially harmful situations.  For example, an 
individual lacking in judgment relative to safety may not monitor the temperature of the hot water when drawing a 
bath or stepping into a shower, thereby risking potential harm to him or herself.
Recall is a cognitive process involving the ability to remember information necessary for the completion of 
a task.  It is the ability to retrieve relevant information when needed (Lezak, 1995). Problems in recall may be 
evident in individuals who are unable to remember a fairly simple and recently learned event such as a two-step 
direction, or to remember a once familiar task such as how to scramble an egg.
Planning/problem-solving is a cognitive process involving the ability to identify and follow an orderly 
sequence in the implementation of a task or to effectively solve a difficulty encountered while performing a task.  It 
includes the ability to perceive errors, to engage in anticipatory sequencing, to identify change in a current situation, 
and to determine the adequacy of an implemented plan of problem resolution (Grafman, Sirigu, Spector, & Hendler, 
1993; Lezak, 1995).  An individual unable to plan/problem-solve may not be able to identify a problem or may 
select an obviously flawed option to solve a problem (Abreu & Hinojosa, 1992).  For example, an individual may 
be unable to identify what to do if he or she is out of laundry detergent or be disorganized in completing the 
laundry.
Additional notes about scoring the M-CSM
The M-CSM Observation Schedule is comprised of a three-level scale where level 2 indicates a problem, 1 
indicates a potential problem, and 0 indicates no problem in one of the cognitive descriptors. The cognitive 
descriptor is the observable and structured behavior that has been delineated or identified as the indicator for severity 
for a particular cognitive process that is elicited by a particular functional task component of one of the two 
functional tasks of soup or sandwich preparation. The type and amount of cues provided determine on which level 
of severity (2, 1, or 0) an individual is scored. The types of cues provided are visual, verbal, or tactile. A visual cue 
is a directive given by the administrator that provides the individual with visual feedback such as when the 
individual is directed to look at or for something during the performance of a functional task component. A verbal 
cue is a directive given by the administrator that provides the individual with verbal direction that is used to clarify 
or repeat what the individual must do. A tactile cue is a directive given by the administrator that provides the 
individual with a physical prompt by the administrator’s hand so that the individual is assisted with a particular 
functional task component. 
Interpreting a score is based on the patterns of scoring that are evident from the recorded observations.  For 
example, if the individual demonstrates a level of scoring of 1 (potential problem) for the cognitive process of 
sustained attention across several cognitive descriptors on different functional task components, then that individual 
may then need further definitive assessment of sustained attention to determine the extent to which this cognitive 
process is impaired.  Additionally, an individual may demonstrate a level of scoring of 0 (no problem) on lower 
level cognitive processes such as attention and recall, but may show a pattern of a level of scoring of 2 (problem) on 
several cognitive descriptors describing awareness of disability or judgment relative to safety on different functional 
task components. This indicates that the individual may need additional definitive assessment for the higher level 
skills of awareness and judgment to determine the extent to which these cognitive processes are impaired. 
Questions regarding the M-CSM may be directed to:
Marianne H. Mortera, PhD, OTR/L
Columbia University – Programs in Occupational Therapy
710 West 168th Street, NI – 8th Floor
New York, NY  10032
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